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Fig. 3. Ligated left SFA at operative decompression.
Correspondence678the SFA was seriously damaged, the artery was ligated.
The bleeding stopped and a massive haematoma was
evacuated (Figs. 3 and 4).
She recovered well following the surgical explora-
tion but she required hospital stay for 2 weeks until the
wound healed completely. It is planned to review her
regarding her claudication symptoms after full
recovery.
In conclusion, in the light of Dr Wright’s experience
and our own, we consider that late rupture after
subintimal angioplasty is not as uncommon as
previously thought.Fig. 4. Large decompression fasciotomies required.
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Dear ESVS Members,
I wish to sincerely thank the Editors of the European
Journal of Vascular and Endovascular Surgery (EJVES)
for giving me the opportunity to reply to the letter,
which was recently sent by Michael Horrocks,
secretary general of the ESVS, to all the ESVS
Members, concerning the new organization of the
International Societies for Vascular and Cardiac
Surgery.
As you may recall, before the constitution of the
ESVS, in Europe we had the European Chapter of the
International Society for Cardio–Vascular Surgery
(ISCVS). The ESVS was founded as an independent
entity to establish two principles:1. We felt the need to have a purely vascular society.
2. We did not wish to be part of the main but an
independent unity.
The proposal coming from the Council of the ESVS
as indicated in Dr. Horrocks’ letter, which is that the
ESVS becomes a Chapter of the new International
Vascular Society (IVS) would represent to me a step
backwards, considering that the ESVS would become
again part of the main. I am therefore not in favour of
this transformation and very much support the
independent status of the ESVS. In addition, I do not
agree with the statement included in the letter that the
International Society for Vascular Surgery (ISVS) is a
‘political’ organization. The ISVS has already a very
encouraging number of distinguished members, many
of whom have a recognized outstanding reputation
world-wide.
Speaking of membership, I happened to take a look
at a copy of the 1999 ESVS Report (which corresponds
to my last year in office as Secretary General of the
ESVS) when the membership was at 1934. These data
Correspondence 679seem to contradict what is stated in the presidential
letter ‘going from strength to strength’ considering the
figures presented in the April 2004 Newsletter.
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perfusion, and Intracerebral Haemorrhage
We read with interest the review article on intracer-
ebral haemorrhage following carotid endarterectomy
(CEA).1 Fortunately, intracerebral bleeding after CEA
is a relatively rare complication though the outcome
shows a high morbidity and mortality. The occurrence
of the cascade of signs and symptoms of a post-
operative hyperperfusion syndrome and intracerebral
haemorrhage is unpredictable and often unexpected.
Moreover, currently there are no therapeutic modal-
ities that prevent further deterioration once clear
clinical symptoms such as confusion, seizures, and
focal cerebral deficits are recognized. It is therefore, of
utmost importance that all efforts should be directed
towards identification of patients who are at risk of
this devastating complication. We do agree with most
of the reviewed factors associated with an increased
risk, however, in our opinion the reviewers have paid
little attention to the application of intraoperative
transcranial Doppler (TCD) monitoring of ipsilateral
middle cerebral artery (MCA) blood flow velocities.
We do not agree with the TCD criteria given in their
schematic diagram of suggested protocols for redu-
cing the risk of intracerebral haemorrhage.
Performing CEA with intraoperative assessment of
cerebral blood flow from clearance curves of intra-
arterially injected xenon-133, a more than 200%
increase of baseline blood flow in patients with a
postoperative hyperperfusion syndrome was demon-
strated.2 An excessive increase of cerebral flow can
also be evaluated by intraoperative TCD monitoring of
ipsilateral MCA blood flow velocities.3 These studiesstimulated our group to retrospectively investigate in
a cohort of 280 consecutive CEAs the occurrence of
intracerebral haemorrhage.4 In this study, intraopera-
tive TCD monitoring was possible in 233 (83%)
patients. We were especially interested in the changes
in peak blood flow velocities (PSV) and the Gosling
pulsatility indices (PI) of the MCA on the side of
surgery. We measured PSV and PI 1 min before test
clamping and during a 3 min period after clamp
release, on completion of the desobstruction. After an
evaluation of different cut-off values for the PSV and
the PI by a receiver operating characteristic (ROC)
analysis, the optimum threshold values for these two
variables were calculated at 175 and 100%, respect-
ively. For these thresholds, the positive predictive
value, negative predictive value, sensitivity, and
specificity of the test were 100, 99, 80, and 100%,
respectively. Compared to the use of clinical variables
as ipsilateral throbbing headache, hypertension, or
both, the diagnostic gain increased from 22 to 98%.
However, in one patient who developed an intracer-
ebral haemorrhage after CEA the intraoperative TCD
monitoring did not accurately predict this compli-
cation. We, therefore, analysed data of an additional
688 consecutive CEAs with adequate intraoperative
TCD monitoring and re-evaluated the optimal
threshold values of PSV and PI by ROC analysis.5 In
this second study we classified patients with a more
than 100% increase of PSV, or more than 100% increase
of PI, or both, as patients at risk for a postoperative
hyperperfusion syndrome. Sixty two patients
(62/688Z9%) fulfilled these TCD criteria. Patients
identified at risk of hyperperfusion were compared to
a control group of 61 patients matched for age, sex,
and date of operation. Patients at risk remained on the
medium care unit for at least 24 h postoperatively and
continuous invasive blood pressure monitoring was
performed during this time. With strict control and
treatment of hypertension in the selected group of
patients, no intracerebral haemorrhage was identified
postoperatively. Moreover, in the matched control
group no patient exhibited clinical signs or symptoms
of hyperperfusion. All patients clinically at risk were
correctly identified. In the group of 62 patients who
fulfilled our TCD criteria and who were strictly
monitored and treated after surgery, only seven
(11%) finally developed clinical signs and symptoms
of a hyperperfusion syndrome. The low specificity of
the test is a drawback: eight out of nine patients
subjected to the more strict postoperative care showed
no clinical features of hyperperfusion. We believe that
the high morbidity and mortality of postoperative
hyperperfusion after CEA outweighs the disadvan-
tage of the low specificity.Eur J Vasc Endovasc Surg Vol 28, December 2004
